nition most strongly predicted a DD diagnosis, while age predicted a DYS diagnosis. Conclusion: MD, DYS and DD are not completely different disorders, but they do differ in key aspects that might be relevant for nosology, research and practice. A dimensional system that incorporates specific categories of disorders would better reflect the different manifestations of unipolar depressive disorders.
Introduction
A fundamental issue regarding the validity of current psychiatric nomenclature is the differentiation among diagnostic categories and whether mental disorders are in fact different conditions or stages of a disease spectrum [1, 2] . This so-called 'continuity controversy' attempts to elucidate whether mental disorders are different from each other and that a case is qualitatively different from a person with few or no symptoms (categorical perspective), or if there is a spectrum or gradient along which symptoms and phenomenology can be situated as a function of their severity (dimensional perspective) [3] . A variety of methods have been used to address this controversy. These include taxometric statistical methods, com-parison of impairment indexes, psychiatric and physical comorbidity, biological aspects, and familial aggregation of psychopathology [4] [5] [6] [7] [8] [9] . Other studies are based theoretically on models of nosological validity [10, 11] .
The continuity controversy extends to mood disorders, which have a high morbidity and lifetime prevalence of between 1.5 and 19% as reported in studies all over the world [12, 13] . Although within current psychiatric and psychological practice unipolar depressive disorders are treated as discrete conditions, research suggests that clinical depression and subthreshold syndromes differ mainly in intensity or duration [6, 7] and that mild chronic depression shares several clinical, biological and pharmacological characteristics with major depression, suggesting that they are different expressions of severity of the same parent disease [14] [15] [16] . Other authors still argue in favor of the categorical perspective [9] because it facilitates communication between professionals and influences clinical decisions.
Angst et al. [17] provided an important contribution to the field by investigating the classification of depression in a prospective community-based cohort study. These authors proposed a hierarchical spectrum of depression whereby people without any diagnosis of depression were at one end of the spectrum and those with bipolar disorders were at the other end. Between these two end points they placed, in ascending order of severity, subthreshold cases, those with only one subtype, and those with combined depressive disorders. Along these lines, there is a growing literature focusing on the differences and similarities between various depressive disorders, and those that have been undertaken have been inconsistent in the way clinical and psychosocial variables are associated with the existing diagnostic categories of depression [18] [19] [20] . Thus, further understanding of the factors that differentiate specific categories such as major depression (MD), dysthymia (DYS) and the so-called double depression (DD) [21] is urgently needed to inform the current debate regarding the continuity controversy of unipolar depressive disorders and potentially the development of the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders [22, 23] .
Some limitations of previous studies arise from the inclusion of subjects with different depressive syndromes in the same diagnostic group, and the small number of cases with pure DYS [3, 8] . Both of these aspects may obscure the real differences between diagnostic categories. In addition, whereas important research related to the classification of depressive psychopathology has focused on clinical populations [20, [24] [25] [26] , community-based studies are required because a large proportion of individuals with depressive conditions do not seek care for their mental health problems in the clinical setting [27] . In addition, even though the goal of current classification systems has been to provide definitions of mental disorders that are applicable across ethnicities and contexts [10] , to the best knowledge of the authors, the similarities and differences among current categories of unipolar depression have been rarely explored with a Latino population [28] . This study aims to contribute to filling this gap by addressing these limitations in knowledge.
The present study is grounded in the conceptual model for the classification of psychopathology as proposed by Cantwell [10] . This conceptual model, elaborated from the classic work of Robins and Guze [11] , argued that for diagnostic categories to be valid they should differ in some aspects besides clinical phenomenology (psychosocial factors, demographic factors, biological factors, genetic factors, natural history of the disorder and response to therapeutic intervention). Thus, Cantwell's model provides an appropriate framework for this investigation, whose main objective was to explore similarities and differences in sociodemographic, clinical and psychosocial correlates among adult Puerto Ricans with MD, DYS and DD.
Methods
The present investigation undertook secondary data analysis from the longitudinal study Mental Health Care Utilization among Puerto Ricans (National Institute of Mental Health grant), conducted with a probabilistic and representative community sample of adult Puerto Ricans. The survey area contained 57% of the total population living in poverty on the island. Lay interviewers collected the data through face-to-face interviews. In-depth details of the study design and subject selection criteria have been published previously [29, 30] .
Only persons who fulfilled the criteria for MD, DYS or DD were selected for this investigation. Participants were selected from any of the three waves of the original study and pooled for the current set of analyses. Nevertheless, there is a single observation for each participant and all correlates were measured for the year preceding the interview. For a person to be considered positive for DYS or MD, he or she had to meet the diagnostic criteria for the respective category during the preceding year or previous 6 months, but could not have met the diagnostic criteria for the other depressive category at the time of the interview or in the past. For a person to be considered positive for DD, he or she had to meet the criteria for an MD episode as well as for DYS in the preceding year. It is important to note that individuals with a history of any of the conditions but who did not meet the full diagnostic criteria during the preceding year were excluded from the sample. Finally, the sample was comprised of 563 participants.
Specifically, 130 respondents fulfilled the criteria for DYS, 260 for MD and 173 for DD.
Diagnostic Definitions
The dependent variable in this study is the depressive disorder, which assumes three possible levels: DYS, MD and DD. The diagnoses of these conditions were derived using the depression module of the Spanish version of the Composite International Diagnostic Interview [31] , which is a structured, lay-administered psychiatric interview. These definitions are still applicable because the core diagnostic criteria for DYS and MD did not change in the DSM-IV (text revision) [22] .
Predictor Variables Demographic Characteristics . Age and education were assessed in years. Urbanicity, gender, marital status and employment status were treated as categorical variables.
Clinical Variables . Certain psychiatric disorders were assessed for in the original study because of their known comorbidity with depressive disorders [13] . Anxiety was measured using a subscale of the Psychiatric Symptoms and Dysfunction Scale. Somatization was diagnosed using the Diagnostic Interview Schedule, a structured interview widely used in population-based studies [13] . Alcohol abuse or dependence was measured by the alcohol module of the Composite International Diagnostic Interview. All three scales are adequate measures of mental health problems among Hispanics in the United States as well as among Puerto Ricans [31] [32] [33] . Physical illness is an aggregate measure ranging in value between 0 and 60 that was constructed based on the number of physical conditions reported by the participant and the associated level of impairment (1 = not interfering with daily activities, 5 = interfering a lot). The final value was calculated by adding the corresponding level of impairment of each of the conditions reported. The functional impairment index ranges from 0 to 8 and includes aspects of impairment and severity associated with a mental health problem. A cutoff point of 2 is associated with impairment [34] . Formal use of mental health services measured whether the participant reported visiting a professional to discuss a mental health, drug or alcohol problem.
Psychosocial Variables . Psychosocial variables have also been associated with depressive disorders [34] . Participants were asked eight yes-or-no questions about drug and alcohol abuse, suicide attempt, and impairment and treatment for mental health problems in first-degree relatives. This information served to define familial psychopathology as a continuous measure. Social support was measured by noting the mean number of relatives or friends with whom the respondents felt comfortable or from whom they could seek advice. Economic strain explored whether the participant thought there was enough money to satisfy basic needs. Recognition of a mental health problem was measured by means of two questions that explored whether a respondent, a family member or a friend perceived that the respondent had a mental or emotional problem [31] . Self-reliance was measured with a single question of whether the person preferred to solve emotional problems by himself or herself [35] . All the correlates were measured for the year preceding the interview.
Data Analyses
Descriptive statistics were used to show the frequency of all independent variables by diagnosis. The 2 test was used to examine the association between categorical independent variables and the diagnostic groups. Differences between group means for continuous independent variables were analyzed by analysis of variance tests, and pairwise comparisons were conducted using the Bonferroni or Games-Howell post hoc tests. Finally, a hierarchical multivariate multinomial logistic regression analysis was used to estimate the contribution of each independent variable to the probability of meeting the criteria for MD, DYS or DD when the other predictor variables were controlled [36] . The hierarchy was structured as follows: (1) demographic characteristics, (2) clinical variables and (3) psychosocial variables. Demographic variables were entered first as they are typical control variables. We then entered the clinical variables as theory, previous research and our own simple multinomial analyses (data not shown in this publication) revealed that the majority of variables distinguishing these disorders are among the clinical predictors. Finally, we entered other psychosocial variables which could potentially contribute to strengthening an already significant model. In each step, nonsignificant terms were removed from the model one by one before adding variables of the next step. Predictor variables in steps 2 and 3 were added, respectively, to those that were significant in the previous step (p ! 0.05). In order to facilitate the interpretation of results, the categorical form of functional impairment was used, and economic strain was transformed into a dummy variable (0 = low, 1 = high).
The multinomial regression analysis (also known as polytomous regression) is used when the question under study is to explore the relationship of one or more risk factors or variables to a disease outcome that has three or more categories [36] . One of the categories of the outcome variables is designated as the reference category and each of the other levels is compared with this reference. The choice of the reference category does not affect the results.
In this study, MD was selected as the reference category because it was the only episodic condition. Hence, the analysis provides two separate odds ratios (ORs) for DD versus MD and for DYS versus MD. The comparisons between DD and DYS are inferred from the two expressions drawn from the model because the sum of probabilities for the three outcomes (MD, DD or DYS) must equal 1, the total probability [36] . This type of analysis has been previously employed in similar research [28] . Table 1 presents the distribution of the sample across all demographic, clinical and psychosocial variables by diagnosis.
Results
Demographic Characteristics. The only two demographic variables that were significantly different between the diagnostic groups were age (F = 9.55, d.f. = 2, p ! 0.001) and education (F = 5.10, d.f. = 2, p ! 0.01). For both variables, the differences existed between DYS and MD and between DYS and DD. Individuals with DYS were significantly older and had less education than those with either MD or DD. Significantly fewer individuals with DYS than with either MD or DD reported that they recognized having mental health problems. In addition, compared with respondents with DYS, those with DD lacked self-reliance whereas those with MD were more likely to prefer to resolve their emotional problems by themselves. Finally, respondents from the three diagnostic groups showed similar rates of familial psychopathology, low social support and high economic strain. Table 2 shows the results of the multivariate multinomial regression analyses by presenting two different equations: DD versus MD and DYS versus MD. It is important to note that, before interpreting the individual predictors, the model itself (model fitting information for the set of variables) was statistically significant at each step (p ! 0.05). Specifically, step 1 (demographic predictors) revealed that, when other demographic variables were controlled, only age remained significant. Older Comparison groups: step 1 -urban, female, dissolved relationship, and out of the labor force; step 2 -absence of anxiety, absence of somatization, absence of alcohol abuse/dependence, absence of functional impairment, and no formal use of MHS; step 3 -absence of anxiety, absence of functional impairment, lack of problem recognition, lack of self-reliance, and low economic strain. MHS = Mental health services. *** p ≤ 0.001; ** p ≤ 0.01; *p ≤ 0.05; two-tailed.
Multivariate Multinomial Regression Analyses
a Continuous variable.
persons were more likely to meet the criteria for DYS than for MD (OR = 1.03 increase per year). 
Discussion
The multiple editions of the Diagnostic and Statistical Manual of Mental Disorders and the International Classification of Diseases are evidence of the gradual changes in psychiatric thinking regarding the nosology of mental disorders. Despite the evolution in the categorization of disorders, current diagnoses continue to be redefined because they do not completely reflect the different manifestations observed in clinical practice. Based on the theoretical model proposed by Cantwell [10] for the classification of psychopathology, a comparison of demographic, clinical and psychosocial correlates of psychiatric conditions contributes to the understanding of the differences and similarities among them and potentially sheds light on their nosology. We focused specifically on gathering evidence useful for assessing which demographic, clinical and psychosocial variables were predictive of DYS, MD and DD in a Latino population.
In the present study, which used adults sampled from a community in Puerto Rico, a lack of variability was found between DYS, MD and DD and the following variables: urbanicity, gender, marital status, employment status, alcohol abuse/dependence, familial psychopathology, social support and economic strain. Consistent with the literature of depressive disorders [13, 37] , the subjects in this sample reported low social support and high economic strain, but these variables did not seem to differentiate the depressive conditions. Because the study sample was composed of mainly low-socioeconomic individuals, economic strain was a better indicator than income of the relationship between the economic level and the different depressive conditions [29] .
Although individuals with DYS, MD and DD had many similarities, they also differed in some of the variables under study. The dysthymic respondents differed from those with MD in age, education, functional impairment, self-reliance, recognition of a mental health problem and formal use of services only when these factors interacted with each other. However, when other factors were controlled, only age predicted a DYS diagnosis, in that individuals who met the criteria for MD were significantly younger than their DYS counterparts. Consistently, respondents with DD showed more comorbidity and impairment than those with MD or DYS. Even when the effects of other correlates were controlled, the individuals with DD had a greater likelihood of having a concurrent anxiety disorder and more impairment in their functioning compared with individuals with MD. This likelihood is more than twofold compared to the difference between individuals with DD and those with DYS (data not shown). These findings suggest that somatization, physical illness, lack of self-reliance and the use of mental health services among people with DD are associated with the presence of anxiety, functional impairment, or both. In addition, individuals with DD were twice as likely to recognize a mental health problem as people with DYS (data not shown).
Implications of Findings
Results from this study may have implications for theory, practice and research. Assuming that the current diagnostic classification system, the DSM, identifies with sizeable accuracy people suffering from DYS, MD and DD, the lack of sharp and consistent distinctions between the diagnostic groups in this study does not contribute to supporting the pure categorical perspective. Our observations add to the emergent consensus in the psychiatric literature that the current categorical classification of the depressive disorders should be reassessed and that a more useful format for both research and clinical practice should be developed [2, 10, 38, 39] . As proposed by other authors, a dimensional system that incorporates these categories could be useful [40] [41] [42] . The recognition of diverse forms of depression as discrete entities that form part of a single dimension will impact the criteria used to define patient groups as well as the measurement of recovery rates, relapse and associated factors.
If depressive disorders really do manifest in a spectrum, patients would need more aggressive treatment from an early stage of the illness in order to avoid deterioration and co-occurrence with other psychological disorders, as we observed with the comorbidity and impairment in the DD group. As stated by McCollough [43] , the psychopathology of chronic depression is related to changes in the cognitive-emotional structure of patients due, in part, to the lack of remission of depressive symptoms of an acute episode. Thus, timely interventions could reduce the probability of fulfilling diagnostic criteria for chronic depression and its associated costs and morbidity [44] [45] . In addition, because the study participants with DYS were significantly less likely to use formal mental health services and those with MD were significantly more likely to rely on themselves to solve their emotional problems, early interventions should transcend the clinical practice setting and reach the general population through community, school and employment-based activities and through mass media [46] . Moreover, the finding that people with DD were the most likely to report comorbid anxiety, somatization, physical illness, functional impairment and lack of self-reliance should alert clinicians to the need to formulate more complete evaluations and to develop a comprehensive treatment plan for these patients. This finding also suggests that these individuals have a more serious form of depressive psychopathology that needs to be carefully studied in order to provide appropriate treatment [43, 47] .
Nativity has been differentially associated with the morbidity of several psychiatric disorders in various Hispanic groups [48] , but there is still a need for studies specifically related to psychiatric nosology that are carried out in a variety of populations using the same measures.
The results from our investigation should be integrated into the current state of knowledge, and they may promote similar research with other Latino populations, a rapidly growing group in the United States in recent decades.
Limitations and Strengths
The findings from this study should be interpreted in light of various limitations. First, because the present study undertook secondary data analysis, the explored relationships were limited to the information gathered in the original study and other differences between the groups could not be evaluated. For instance, the definition of depressive diagnoses and some of the clinical measures are based on the preceding year and do not provide specific information about the acuity or severity of illness at the time of data collection. It is possible that studying only people with current or active disorders might have revealed somewhat different relationships. In addition, we were not able to compare the three groups on some variables that have distinguished them in previous studies. Also, some of the variables in the study were not measured using standardized instruments (social support, physical illness). Second, data from this study came from a cross-sectional design; thus, causal relationships cannot be established since factors associated with the disorder can be either antecedents or consequences. Third, inpatients and subthreshold disorders were not considered in this sample, hindering the application of results to severely disturbed patients and disorders at the symptom level. Finally, generalization of the findings to other cultural groups and socioeconomic characteristics must await verification.
Despite its constraints, this study has considerable strengths and extends previous research in various aspects. First, to the best of our knowledge, this is the first study with adult Latinos that compares individuals with DYS, MD and DD in an array of demographic, clinical and psychosocial variables and that attempts to identify which predictors are better associated with each of these disorders. This research contributes to the external validity of other studies with similar findings by addressing the issue with an ethnically homogeneous Latino population. Second, many of the studies carried out so far with individuals who fulfill the criteria for DYS and MD have used clinical samples and diagnostic measures that are self-administered. Thus, it is a strength that our study was populationbased, used face-to-face structured interviews and included a larger sample of dysthymic persons than has been reported by other researchers [17] . Importantly, these findings contribute to generate hypotheses that can be further explored using longitudinal designs. Specifically, future research should attempt to extend current findings by exploring other areas proposed in Cantwell's model [10] such as biological and genetic factors, natural history of the condition and response to treatment. Although a challenge, it would also be useful to carry out studies with incident cases in order to minimize the margin of error introduced by the length of time the person has been experiencing episodes of the illness. This will facilitate the identification of specific risk factors for the unipolar depressive conditions. Finally, using standard measures for all the variables under study will increase the reliability of results and improve comparison across studies.
Conclusions
On the basis of our comparison and associations of demographic, clinical and psychosocial correlates among adults who fulfilled the diagnostic criteria for MD, DYS and DD, we conclude that these depressive conditions are not completely different from each other, but instead they vary in some aspects and are alike in others. As stated by other authors [40] , the spectrum concept does not ignore the DSM approach but instead incorporates and expands it. Hence, considering unipolar depression as a broad spectrum in which specific clusters can be identified may be a more appropriate approach to understanding depressive conditions. Our findings add to the proposal that the mood disorder section of the DSM be modified and expanded to: (1) include a depressive spectrum of unipolar depression and (2) incorporate in it DD, a form of chronic depression for which there is no current standard. In addition, the fact that the main observed differences were between MD and DD, while DYS seemed to share common characteristics with each of them, suggests the possibility that DYS can be placed between these two other depressive disorders in the hierarchical classification of depression established by Angst et al. [17] . Replication of this investigation with different populations and analysis of longitudinal correlates of individuals with DYS will contribute to the verification of this proposition. Also, extending the present findings by investigating other areas proposed in Cantwell's model (biological and genetic factors, natural history of the condition, and response to treatment) [10] , as well as other clinical and etiologically relevant variables that have distinguished MD from DYS and DD in previous studies, is warranted. Much more comparative work needs to be done before clear-cut conclusions can be drawn regarding the continuity controversy of unipolar depressive disorders. Nevertheless, efforts to inform and contribute to this controversy have implications for research and the DSM-V underpinnings and will help practitioners to design and deliver better interventions for both prevention and treatment.
